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Introduction
Over the last few decades, the Hispanic population of the United States has been rapidly growing.
2 As of 2014, over 55 million people of Hispanic origin lived in the US (Pew Research Center 2016) . Hispanics, and Hispanic women in particular, have been increasingly participating in the U.S. labor force. Since 1994, the labor force participation rate of Hispanic women has increased to 56 percent, and is projected to surpass the participation rate of White non-Hispanic women by 2022 (U.S. Bureau of Labor Statistics 2015). Although their labor force participation rates are rising, Hispanic women earn significantly less than both Hispanic men and White nonHispanic women 3 and make up 9.9 percent of the minimum wage workforce compared to 6.7 percent for all workers (Vogtman and Robbins 2015) . Minimum wage laws may particularly affect Hispanic women because of their relatively low average education levels and high rates of limited English proficiency. 4 In this paper, we examine the effect of minimum wage increases on the health and access to health care of Hispanic women. 5 Specifically, we use a difference-in-differences identification strategy and data drawn from both the Behavior Risk Factor Surveillance Survey (BRFSS) and the Current Population Survey Annual Social and Economic Supplement (CPS ASEC) from the years 1994-2015 to examine the effects of increases in the minimum wage on low-educated Hispanic women's health, access to health care and use of preventive care.
There are good reasons to believe that the effects may differ by race/ethnicity and why we might expect to see health effects among Hispanic women in particular. For example, it has been established that the minimum wage employment effects differ across race/ethnicity (e.g.
(Belman , Wolfson and Nawakitphaitoon 2015); (Even and Macpherson 2011) ; (Neumark and Wascher 2007a) ; (Neumark and Wascher 2007b) ). Additionally, there are substantial racial and ethnic differences in the types of jobs held by low-income workers (e.g. (Even and Macpherson 2011) ). Economic theory suggests that the employment effect of a wage increase will differ across job types depending on, for example, how easily capital can be substituted for labor, the elasticity of demand for the products produced, and the labor-intensity of the production process (Clemens and Michael 2014) . There are also marked differences in high school graduation rates across race/ethnicity and gender. There are also documented racial and ethnic differences in access to insurance and preventive care for women (Sommers and McMurtry forthcoming) and much of that literature has been focused specifically on Hispanic women (e.g. (Rodríguez, Bustamante and Ang 2009 ) (Bustamante, et al. 2010) ). Given the race and gender differences in the employment effects of the minimum wage, the vulnerability of Hispanic women (in income and health), and their increasing share of the labor force, it is important that we pay attention to this group by looking extensively into the health effects of minimum wage changes.
In what follows, we provide some background on the minimum wage, a brief overview of the literature on minimum wages and labor market outcomes, and a review of the growing literature on the minimum wage and health outcomes. We then present our data, the empirical model, and results. We conclude with a discussion of our findings.
3
Minimum Wage Overview
The U.S. Federal minimum wage has been constant at $7.25 since July 2009, during which time it has lost 11% of its purchasing power. Its real purchasing power is comparable to the early 1980s, and below its late-1960s peak. Over this same period, many states have increased or are discussing increasing their minimum wages. In January 2017, 19 states raised their minimum wages either through a vote or because their minimum wage is indexed to inflation. It is estimated that changes in the minimum wage affect 20 to 30 percent of the work force (Belman and Wolfson 2014), thus, understanding its impacts is important.
Labor activists and many politicians argue that the current federal minimum wage of $7.25 is not enough to support a family. 7 Others have also noted that raising minimum wages could potentially close the gender wage gap since women are more likely to hold minimum wage jobs. 8 Specifically, Hispanic women working full-time only earn 56 cents compared to white non-Hispanic men (Hegewisch and Ellis 2015) . Some states have undertaken studies that have shown that raising the minimum wage could be beneficial for the health of the state's residents (e.g. (Bhatia 2014) ; (Krisberg 2015) ). Thus, although raising the minimum wage increases costs for employers who might respond by eliminating jobs, supporters of increases note that the net effect is likely to be positive since higher minimum wages will pull at least some people out of poverty. On the other side are those who argue that minimum wages are not an effective tool for lifting low income families out of poverty and instead advocate for a more generous Earned Income Tax Credit (e.g. (Sabia and Nielson 2015) ).
Minimum Wages and Labor Market Outcomes Overview
7 See the Living Wage Calculator run by MIT professor Amy Glasmeier at http://livingwage.mit.edu/articles/15-minimum-wage-can-an-individual-or-a-family-live-on-it. 8 The American Association of University Women are among those who have advocated this: http://www.aauw.org/2014/08/07/raise-the-wage/.
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There is an extensive literature and debate in labor economics regarding the effects of raising the minimum wage on employment, hours worked, and earnings (e. ; (Even and Macpherson 2011)) . A recent summary of the evidence with respect to employment suggests a higher minimum wage results in some job loss for the leastskilled workers (D. Neumark 2015) . Using data on workers in the retail sector, Sabia (2009) reports modest job loss and fewer hours worked. Others (e.g. (Belman , Wolfson and Nawakitphaitoon 2015) ) note that there is general agreement that higher minimum wages are associated with higher wages and earnings for less educated workers.
Two recent papers examine how minimum wage changes affect low-skilled immigrants ( (Orrenius and Zavodny 2008) and (Sabia and Churchill 2017) ). Orrenius and Zavodny examine the effects of changes in minimum wages on the earnings and employment of Latino teenagers and low-education Latinos using data from 1994-2007. They find that Latino teens have higher hourly earnings but experience negative employment effects. Low-education Latinos also have higher hourly earnings but experience positive employment effects. Overall, it appears that Latinos benefit from higher minimum wages with increased hourly earnings; however, the effects are heterogeneous across nativity status. However, Sabia and Churchill (2017) , in an update to Orrenius and Zavodny find much stronger evidence for adverse employment effects.
Increases in minimum wages might impact the health of low-income workers through an income effect. 9 In particular, changes in income could affect health through several pathways.
5
First, purchasing more material goods and services can have a direct impact on health such as through a better diet. Second, having a low income relative to others can create stress. Third, those with higher incomes are less likely to engage in behaviors that can lead to poor health such as substance abuse (Benzeval, et al. 2014 ).
10

Previous Literature on Minimum Wages and Health
There are a growing number of studies that examine the effect of minimum wage increases on health-related outcomes ( (Lenhart 2015) , (Kronenberg , Jacobs and Zuccheli 2015) , (Reeves, McKee, et al. 2017) and (Reeves, McKee, et al. 2014) ). These papers all examine the effects on health of the 1999 national minimum wage increase in the United Kingdom.
Kronenberg, Jacobs and Zuccheli (2015), using a difference-in-differences framework, find no significant effects while Reeves, McKee, et al. (2017) and (2014) find that the increases led to improved mental health but not other indicators of general health. In contrast, Lenhart (2015) finds that the increase in minimum wage significantly improved a number of health measures, such as self-reported health status and whether individuals suffer from a number of health conditions.
There are several papers that examine the link between minimum wages and whether an individual has health insurance in the United States. Standard economic theory predicts that minimum wage increases could reduce access to health care as employers substitute higher minimum wages for less generous plans or dropping coverage for employees. Simon and Kaestner (2004) explore the possibility that employers also respond to minimum wages by adjusting non-wage components of the job, including health insurance. In their analysis of CPS data spanning the years 1979-2000, they find no discernible effects of the minimum wage on the 6 provision of health insurance (or other fringe benefits) for low-skill workers. On the other hand, the direct income-increasing effect of higher minimum wages may be that workers have more income to afford insurance premiums and/or out-of-pocket medical expenses. McCarrier et al. (2011 ) use the BRFSS data (1996 -2007 to examine whether increases in the minimum wage affect un-insurance rates and/or the unmet medical needs of low-wage workers aged 18 to 64 years. Their findings suggest that a higher minimum wage implies fewer unmet medical needs but has no effect on un-insurance rates.
Other health-related work on the minimum wage includes work linking minimum wage increases to obesity and alcohol use. Using BRFSS from 1984 to 2006), Meltzer and Chen (2011) examine the effect of a decrease in the real minimum wage on rates of obesity in the US.
Their paper examines all workers, not just low-wage workers, and finds an association between declines in the real minimum wage and increased incidence of obesity. Meltzer and Chen discuss what the causal link may be between declines in the minimum wage and increased obesity; they emphasize that declines in the minimum wage lower the price of fast food and increase its consumption, which leads to greater obesity. ), using 1991 CPS Outgoing Rotation Groups, YRBS, and BRFSS data, find no significant effects of minimum wage increases on alcohol consumption among teenagers.
Finally, several papers examine health outcomes directly when minimum wages increase. Strain, Horn and Maclean (2016) examine the effects of increases in minimum wage on both physical and mental health for employed and unemployed men and women, using BRFSS from 1993 to 2014. They limit their sample to those between 21 and 54 years of age, and they exclude those who are self-employed. They find that employed men have poorer physical health but fewer poor mental health days as the minimum wage increases, while unemployed men only experience worsened physical health. They find no effect of increases in the minimum wage on physical or mental health for women. Wehby, Dave and Kaestner (2016) find that higher minimum wages lead to higher birthweights, increased prenatal care use and declines in smoking during pregnancy. Averett, Smith and Wang (forthcoming) find higher minimum wages lead to better health when examining self-assessed health for certain groups of teenagers using CPS data. More generally, Sabia and Nielson (2015) find no significant effects of raising minimum wages on low income populations in terms of health insurance coverage, doctor's visits, or sufficient resources to purchase food or eat a balanced meal.
Data
We combine data on state level minimum wages and other state level variables with the BRFSS and the CPS ASEC. While the BRFSS has a richer array of outcome variables, the CPS ASEC includes information on citizenship status, actual hourly wages and whether the individual is paid by the hour, allowing us to further refine the sample to those who are most likely to be affected by the minimum wage. In the following sub-sections, we first discuss the state level minimum wage data and other state level controls then we turn to our dependent and control variables.
Minimum Wage and Other State Level Controls
To examine associations between changes in the minimum wage and access to health care, health outcomes and preventive care, we gather data on the prevailing minimum wage rate in each state for the years 1994-2015. 11 We calculate the minimum wage as the greater of the state minimum wage (if one exists) and the federal minimum wage. We collect the information on the state minimum wages from the state labor-law changes published annually in the January 11 Meaningful state variation in minimum wages did not start until the end of the 1980s (Simon and Kaestner 2004) .
8 edition of the Monthly Labor Review. We deflate minimum wages and all the other dollar values used in the analysis using the Consumer Price Index-Urban with the base years of 1982-1984. Over the period of our sample, the federal minimum wage changed five times due to two legislative changes (1996-1997 and 2007-2009) and not self-employed with high school education or less.
The first dependent variable we use from the CPS ASEC is whether the respondent has any health insurance in the last calendar year. We focus on survey years 1994 to 2013 because the CPS ASEC made a major change in how it asked the health insurance questions in 2014 from health coverage in the previous year to current health coverage (Klerman, et al. 2009 ). Given that example, four percent of young adults, who self-reported mental health needs, did not seek mental health care in the past year (AHRQ 2009). Mental health disorders are also particularly prevalent among low-income households (Sareen, et al. 2011) 19 See https://www.census.gov/programs-surveys/cps.html for a detailed description of the survey.
our primary interest is in whether an individual is insured (the question that is closest to the BRFSS) and there is no clear method to combine the two insurance measures, we limit our sample to the years 1994-2013 for this analysis. 20 Given that the CPS ASEC from 1994-2013 asked individuals whether they were insured in the past calendar year rather than currently insured (as the BRFSS does), we adjust our minimum wage measure to fit the timing of this question so that we are capturing the contemporaneous effect of minimum wages on health insurance. We also examine the effects of minimum wages on two measures of self-assessed health (self-assessed health is asked starting in 1996): a binary variable equal to one if selfreported health is excellent, zero otherwise, and a binary variable equal to one if self-reported health is fair or poor, zero otherwise, consistent with how we dichotomize the self-rated health variable in the BRFSS.
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Individual Covariates
For both the BRFSS and the CPS ASEC, we control for age, marital status, education, whether the respondent has any children (although the child question is slightly different in each survey), and number of adults in the household. While there are some disparities in how these questions are asked across the two surveys, we strive to make the definitions as close as possible.
Summary Statistics: BRFSS Table 1 presents weighted sample means from the BRFSS sample. About 66 percent of our sample reported having health insurance, 15 percent said they were in excellent health and 23 percent said their health was fair or poor. Around half of the women in our sample reported having had a Pap smear or breast exam in the past year while 54 percent had had their blood 20 See Pascale, Boudreaux and King (2016) for a discussion of the new health insurance question. 21 Both of these are created from the respondent's self-report of their own health measured on a Likert scale where 1=excellent, 2=very good, 3=good, 4= fair, and 5=poor.
13 pressure taken and 16 percent had a flu shot in the past year. 22 The mean age of the sample respondent is 37 years. Of our low-educated sample of Hispanic women, about 40 percent have less than a high school education.
Summary Statistics: CPS ASEC Our weighted sample means are presented in Table 2 . In the CPS ASEC sample, 62 percent of low-educated Hispanic women reported having health insurance in the past year (years 1994-2013) but using the new measure of insurance (2014) (2015) , 68 percent said they have insurance. While only 15 percent said their health was excellent in the BRFSS, that percent jumps to 24 in the CPS ASEC while the reverse pattern is present for fair/poor health. Different sampling methods as well as the change in insurance questions by the CPS ASEC discussed above may account for these differences. For example, the BRFSS samples telephone numbers by using random digit dialing while the CPS ASEC samples households from an address-listing file. These differences lead to differences in who is surveyed. Hence, it is not unexpected that we might find differences in the sample means. 23 The samples also differ on child status which is likely due to how the questions are phrased as detailed on Tables 1 and 2 . There are some important similarities: 40 percent of this sample also have less than a high-school diploma and the average minimum wage is $3.18 for this sample compared to $3.08 for the BRFSS. In both data sets, the minimum wage is about 35 percent of the state's average wage.
Empirical Model
We estimate the following equation to examine the effects of increases in minimum wages on health-related outcomes for low-educated Hispanic women:
where yimst is an indicator for a health outcome/insurance for individual i, interviewed in month m, residing in state s at year t; MWst is the minimum wage (the greater of either the state or the federal minimum in real terms) or the ratio of the minimum wage to the state's average wage;
Zimt and Xst are vectors of individual controls and state-specific time-varying economic and policy controls, respectively, as described in the Data section; s  is the time-invariant state effect; t  is the time-invariant year effect; m  are month fixed effects (only for the BRFSS, the CPS ASEC respondents are all interviewed in March), and imst  is an error term. 24 For most of our outcomes, the estimates are obtained using OLS except for the days of poor mental health outcome which is estimated using a negative binomial model. Equation (1) identifies the effect of minimum wages on health outcomes from within state variation in minimum wages from year to year. Federal variation in minimum wages is largely subsumed by the year fixed effects. We cluster our standard errors by state to allow for any type of correlation structure among the error terms for a given state.
Results
Before discussing the health outcomes we briefly examine the effects of increasing minimum wages on the earnings of low-educated working Hispanic women to gain insight into the possible mechanism for improved health.
Minimum Wages and Earnings
As described earlier, one primary mechanism through which increases in the minimum wage may positively impact health insurance status, health outcomes, and preventive care would be through an income effect. Therefore, before undertaking our empirical analysis of the health outcomes, we test to see if changes in the minimum wage increase the hourly earnings of loweducated to 2015 and use equation 1 to estimate the effect of minimum wages on the hourly earnings for those who are employed and paid by the hour. 25 We find positive and significant income effects, indicating that low-educated working Hispanic women are likely to see higher hourly wages as a result of an increase in the minimum wage. 26 These increased wages provide a mechanism by which Hispanic women may improve their health.
Minimum Wages and Health Measures: BRFSS
We now turn to our dependent variables of interest, health outcomes. Table 3 With respect to access to care (columns (1) and (2)), with only two exceptions for the effects of the ratio on affordability of care, we find no statistically significant effects for any measure, which is consistent with the findings of McCarrier et al. (2011) and Simon and Kaestner (2004) who also find no effect of higher minimum wages on health insurance coverage.
Turning to overall health outcomes (columns (3)- (6)), we again find no significant results except that those in higher (contemporaneous or lagged) minimum wage states are less likely to report good mental health. The last few columns of the table show results for preventive care and we see that with the lagged minimum wage specification, higher lagged minimum wages are positively correlated with having a flu shot but are negatively correlated with having a Pap smear or breast exam, and a higher lagged ratio is negatively correlated with having your blood pressure taken in the past year.
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The results in Table 3 are unadjusted for the covariates, so we only provide a brief summary. First, we do not see any impact on health insurance status; we actually see that certain measures of increases in minimum wages are positively correlated with the non-affordability of care, which is inconsistent with some politicians' claim that they support increases in minimum wages because such increases improve access to care. Second, the overall picture reveals little correlation between the minimum wage and our health measures, as out of the 44 regressions, only eight coefficients on the minimum wage/ratio are significant.
We now present the results with our full set of covariates in the next set of tables (Tables   4 -8) , where only selected coefficients on the control variables are shown. Starting with panel A 27 The sample sizes for the lagged models are naturally smaller since we lose a year of data.
on Tables 4 and 5 (contemporaneous minimum wage), we find low-educated Hispanic women are less likely to be able to afford care but also less likely to report that their health is fair or poor. Turning to panel B of tables 4 and 5 (contemporaneous ratio of minimum wage to state's average wage), low-educated Hispanic women are now more likely to have health insurance. In addition, we find that affording care and having had a checkup in the past year are negatively related to minimum wage increase while higher minimum wages are associated with a greater likelihood of having a flu shot. In a separate regression not shown here, we add insurance as a control variable in the model where having had a checkup in the past year is the dependent variable and find that the minimum wage is no longer predictive of having had a checkup but the health insurance variable is a positive and significant predictor of having had a checkup in the past year.
The results from the contemporaneous minimum wage and the contemporaneous ratio are not always consistent, this is possible because the ratio can increase with higher state minimum wages as well as lower state average wages. Thus, we do not necessarily expect the same results from these two sets of specifications.
Turning to Tables 6 and 7 , where we focus on the lagged minimum wage (panel A) and on the lagged ratio of the minimum wage to the state's average wage (panel B), we see that when the minimum wage is lagged, our respondents are more likely to report having health insurance, and still less likely to afford care and more likely to report their mental health is not good, are less likely to report poor/fair health and more likely to report having had a checkup in the past year. While the negative effect on mental health may seem surprising, it may stem from stress induced by having to work harder when minimum wages increase, and finding a negative effect of minimum wage increases on health is not unprecedented in the literature (e.g. (Averett, Smith and Wang forthcoming)). We see no effect of the lagged minimum wage on our measures of preventive care. With the lagged ratio, we see, similar to the lagged minimum wage, a positive effect on having health insurance and a negative effect on the ability to afford care but no other results are significant.
In all of our results, the coefficients on the other covariates are as expected. For example, those who are older are more likely to be in poor health as are those who are unmarried or have lower education.
While we find some statistically significant correlations between increases in minimum wages and our health measures, we caution against drawing the conclusion that changes in minimum wages have any significant impact on low-educated Hispanic women's access to care, health outcomes, or preventive care for the following two reasons. First, we note that out of the 44 regressions whose results are presented in Tables 4 to 7 (11 health outcomes*four specifications (contemporaneous real minimum wage, contemporaneous ratio, lagged real minimum wage, lagged ratio)), only 13 of them show a statistically significant (mostly at the 5% level) impact of changes in some measure of minimum wage. Given the large sample size and the large number of regressions, it is not impossible that these few significant results could be purely by chance (Type I error). We therefore conduct a Bonferroni-style test (Bland 2015) and the result indicates that we cannot reject the null hypothesis that those significant results are indeed by chance. Second, we are concerned that with the BRFSS data, although we have made important sample limitations in order to reduce our sample to a group for whom the minimum wage is binding, it is possible that some observations in our sample are not earning the minimum wage and hence are less likely to be affected by minimum wage changes. That is, the lack of significant results could be a function of our ability to limit our sample to those who earn minimum wages. We turn to the CPS ASEC in order to focus on a sample of Hispanic women who are more likely to be affected by minimum wage changes and to conduct analysis with a larger sample but a specification similar to the BRFSS which allow us to examine whether the same effects exist in the CPS ASEC.
Minimum Wage and Health Outcomes: CPS ASEC
We first show the results using the CPS ASEC without covariates in Table 8 . Even with a sample more likely to be affected by changes in minimum wages with a sample size that is about three times larger than the BRFSS, we do not see any significant effects of any measure of the minimum wage on the three health measures available in the CPS ASEC, similar to what we presented in Table 3 .
We present the rest of our CPS ASEC results in a series of seven tables, the first three on the effects of the contemporaneous minimum wage, the next three on the effects of the contemporaneous ratio of the minimum wage to the state's average wage, and the last one on the effects of the lagged minimum wage and the lagged ratio. In these tables, we show in column (1) the BRFSS result for that specific health measure (copied from the relevant BRFSS tables to facilitate comparisons across the two datasets) and in column (2) the CPS results for that health measure using the same specification as that shown in column (1). The following columns each adds more controls/sample restrictions to the previous one: We add citizenship and naturalization status in column (3), add industry dummies in column (4), focus only on the sample who report being paid by the hour in column (5), further limit to those who are paid by the hour and report earning within 200 percent of their state's minimum wage in column (6), and finally, narrow our sample to those who work in the two largest industries in which our sample respondents reported in table 2 (retail trade and professional services) in column (7).
With respect to the effect of the contemporaneous minimum wage on health insurance (Table 9) , we find that the point estimate from the BRFSS is larger and statistically significant compared to the one from the CPS ASEC with the same specification. At first, this result may seem surprising; however, the CPS ASEC's question on insurance coverage in the last calendar year tended to underreport insurance rates (Klerman, et al. 2009 ) so finding an insignificant coefficient may be more likely. As we move across columns, additional controls and further sample refinements lower the magnitude of the coefficient on the minimum wage (even turning it negative in one specification). In none of our specifications is the minimum wage a statistically significant determinant of having health insurance. Understandably, as we further refine our sample, we have smaller sample sizes, raising concerns over both the precision of our estimates and which states might be driving our results. We view these with caution, although a closer look shows that even if the standard errors did not increase due to the notable drop in sample size the coefficients on minimum wage would not be statistically significant for most of the more parsimonious specifications. Remarkably similar patterns are found in Tables 10 and 11 --- namely there is no effect of minimum wages on self-assessed health either whether it is measured as excellent health or fair/poor health. The effects of other covariates are as expected.
For example, those who are immigrants and not citizens are less likely to have health insurance as are the unmarried and those with less than a high school education.
Turning to tables 12-14 showing the results using the ratio of the minimum wage to the state's average wage, we find no statistically significant effect of this ratio on the three health measures in the CPS ASEC. Finally, Table 15 shows that higher one-year lagged minimum wages or corresponding ratios have no statistically significant impacts on insurance or the probability of reporting excellent health but we do find several positive effects of lagged minimum wages on the probability of reporting fair or poor health. It is possible that this increased probability of reporting fair or poor health when minimum wages increase is a result of having to work harder on the job, perhaps because other workers were laid off due to higher minimum wages, or because workers have less time to invest in their health because the opportunity cost of doing so has risen. As noted above, such a finding is not unprecedented in the literature (e.g. (Averett, Smith and Wang forthcoming)); unfortunately, our data do not allow us to investigate this finding further so we leave it for future research.
Alternative Explanations
Although we have few significant effects of the minimum wage on our health outcomes, we want to briefly address two potential threats to our identification strategy. First, it is important that changes in the minimum wage are not driven by the health status and access to care for low-educated working Hispanic women. Otherwise, our estimates will over-or understate the true effects of minimum wages on health. To test this possibility, we aggregate our data to the state/year level (the unit of observation is now a state in a year) and run a regression of state real minimum wage on lagged health outcomes controlling for our full set of covariates.
These results (not shown here but available upon request) indicate that there is no evidence that state minimum wages changes are a function of health observed in that state. This finding holds for both the CPS ASEC and the BRFSS data. In other words, the results show that none of the lagged health outcome variables we study statistically significantly predict the state minimum wages in the following year. We conclude that minimum wage changes are unlikely to be driven by the health outcomes of working low-educated Hispanic women.
Second, any finding of a positive effect of the minimum wage on health could potentially be driven by healthier individuals (who are presumably more able to work) migrating to states with higher minimum wages (e.g. (Boffy-Ramirez 2013) (Giulietti 2014) ). Whether healthier low-educated Hispanic women migrate to states with higher minimum wages has not been investigated in the literature to the best of our knowledge. In regressions not shown here but available upon request, using the CPS ASEC data we regress the share of low-educated Hispanic women who reported excellent health as a share of the state's total population on the lag of the minimum wage and our full set of covariates. We find no evidence that higher minimum wage states attract healthier low-educated Hispanic women. Thus, it is certainly not the case that any of the positive results we have found are due to the choice of healthier women to locate in high minimum wage states.
Conclusions
Policymakers are increasingly calling for higher minimum wages, citing the potential positive effects of higher minimum wages on both mental and physical health. While there is a large economics literature linking income to health, we know little about how minimum wage increases might affect health. Our work adds to a growing literature that has examined the effect of minimum wages on heath by looking at an important yet often ignored population ---Hispanic women.
We find scant evidence that minimum wage increases have improved the health of Hispanic women or their access to care or use of preventive care. Indeed, in some specifications, it appears that they might actually worsen health. Our results also indicate that the measure of the minimum wage is important (e.g. ratio of minimum wage to state average wage or minimum wage) and that changes in the minimum wage likely operate with a lag with respect to health changes.
These results suggest that while increases in minimum wages increase the earnings of at least some Hispanic women, expecting higher minimum wages to spill-over into health is not realistic and policy makers who wish to address disparities in access to health care for Hispanic women cannot count on minimum wages changes to facilitate that goal. Robust standard errors in parentheses. Blood pressure only asked until 2000. All models estimated with OLS except for days of poor mental health estimated with a negative binomial model. Affording care refers to needing to see Dr. in past year but not able to afford to. Ratio refers to (state min wage/state average wage)*100, ** p<0.01, * p<0.05 , Table 1 and state, year and month of interview fixed effects. All regressions estimated by OLS except days of poor mental health which uses a negative binomial regression. Affording care refers to needing to see Dr. in past year but not able to afford to. Robust standard errors in parentheses. Ratio refers to (state min wage/state average wage)*100, ** p<0.01, * p<0.05 Table 1 and state, year and month of interview fixed effects. All regressions estimated by OLS. Robust standard errors in parentheses. Ratio refers to (state min wage/state average wage)*100. Blood pressure was measured before E-verify laws had been enacted. ** p<0.01, * p<0.05 Table 1 and state, year and month of interview fixed effects. All regressions estimated by OLS except days of poor mental health which uses a negative binomial regression. Affording care refers to needing to see doctor in past year but not able to afford to. Ratio refers to (state min wage/state average wage)*100. Robust standard errors in parentheses. ** p<0.01, * p<0.05 Table 1 and state, year and month of interview fixed effects. All regressions estimated by OLS. Robust standard errors in parentheses. Ratio refers to (state min wage/state average wage)*100. Blood pressure was measured before E-verify laws had been enacted. ** p<0.01, * p<0.05 
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